outcomes. However, there are no consistent FM awareness messages for pregnant women. Furthermore, pregnant women are generally unaware about why FM should be discussed because stillbirth is a taboo topic rarely mentioned in antenatal care appointments. This study involved women who had received antenatal care in Australia, exploring their knowledge of FM and stillbirth, and the sources of this knowledge.
STILLBIRTH BEREAVEMENT CARE IN CONSTRAINED CONTEXTS: IMPLICATIONS FOR A FAMILY-FOCUSED CARE
Background: Many women continue to experience the devastating loss of their babies to stillbirth. To make matters worse, a sizeable number of stillborn mothers live in contexts where grieving a stillborn is not recognised as legitimate. As an example, Yoruba women in Nigeria are forbidden from knowing where their stillborn child is buried. As such, many Nigerian women do not have any recognisable grieving rituals since opportunities to create memories are not there This study was therefore conducted to understand the strategies used by Nigerian women in adapting to stillborn loss despite the constraining effect of their environment.
Methods: Twenty stillborn mothers in Nigeria were purposively recruited and engaged in dialogic conversations about what assisted them in adapting to stillbirth loss. The conversations were concluded with diagrams of those entities that played a role in their adaptation to the loss. Dialogic interviews, which ranged from 60 to 120 minutes were thematically analysed.
Results: Sociocultural norms and beliefs intersected stillbirth grief and therefore impacted the participants' overall response to stillbirth bereavement. Stillborn mothers significantly mourn their loss privately, and they relied exclusively on familiar and close networks to get back to normal living after the loss. The rituals that stillborn mothers engaged in were solitary, self-contained and conformed to the regulating power of the context they find themselves.
Conclusions: The implications of the study findings suggest the need to incorporate cultural beliefs into psychosocial models of stillbirth bereavement care. A family-focused intervention is also highly recommended when caring for stillborn mothers from constrained contexts. Background: The World Health Organization recommends waiting ≥2 years following a live birth, and ≥6 months following a spontaneous or induced abortion, before becoming pregnant again to reduce the risk of adverse birth outcomes. There is currently no recommendation for the optimal interval following a stillbirth.
Methods: We conducted an international cohort study (Finland, Norway, Western Australia) investigating the associations of interpregnancy interval after stillbirth (at ≥22 weeks) with preterm birth, small-for-gestational age, and stillbirth in the next pregnancy. Odds of adverse birth outcomes by interpregnancy interval category were determined for each country using multivariate logistic regression, adjusting for age, parity, and decade of delivery. A random effects meta-analysis was used to calculate pooled effect estimates.
Results: A total of 23,775 women in the study had a pregnancy following a stillbirth. Women with interpregnancy interval <6 months had lower odds of preterm birth (pooled adjusted odds ratio [aOR] 0.84; 95% CI, 0.74-0.96) or small-forgestational age infant (pooled aOR 0.61; 95% CI, 0.52-0.71) compared to women with an interval 24-59 months. Similar results were observed for women with 6-11 months between pregnancies. There was no difference in birth outcomes for women who conceived 12-17 months, 18-23 months or >59 months following a stillbirth.
Conclusions: Women who conceived <12 months after a stillbirth were at lower risk of preterm and small-for-gestational age birth. Stillbirth is a traumatic experience for families, and this information is valuable for counselling families around the optimal time to conceive their next child following a stillbirth. 
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